An asymptomatic 35-year-old female was found to have a congenital aneursym ofan anomalous splenic artery arising from the superior mesenteric artery on routine investigation for infertility. Demonstration on CT and angiography is presented and the pathogenesis, natural history, management, and implications during pregnancy are discussed.
Introduction
Aneurysms arising from the splenic artery are uncommon and are usually removed surgically or embolised to prevent the occurrence of rupture and sudden death. The splenic artery has its usual origin from the coeliac axis but rarely arises from other sites including the superior mesenteric artery (SMA). We describe a case of an anomalous splenic artery derived from the SMA with a congenital saccular aneurysm arising from it.
Case report An asymptomatic 35-year-old Asian female patient with mild idiopathic thrombocytopaenia purpura (ITP) attended the haematology clinic on a six-monthly basis. The patient was anaemic (10.3 g/dl) with a mildly low platelet count (114 x 109/1) and no other overt manifestations or symptoms attributable to the diagnosis of ITP. Clinical examination of the patient was entirely normal. The patient did, however, complain of infertility. As part of the routine investigations for infertility the patient had an abdominal/pelvic ultrasound.
On the B-mode ultrasound examination, a 2-cm rounded echo-poor area thought to be contiguous with the SMA was demonstrated. A subsequent CT scan (Toshiba Xpeed) demonstrated a 2-cm rounded area arising from the Surgical therapy of splenic artery aneurysms is the treatment of choice for these patients but transcatheter embolisation of the aneurysms may be performed in patients unsuitable for surgery.9 Symptomatic aneurysms warrant early surgical therapy as do those encountered in pregnant patients as mortality with aneurysmal rupture during pregnancy is approximately 70% and fetal mortality approaches 95%.3,8 A point of particular importance with this patient whose initial ultrasound examination, when the aneurysm was detected, was in the course of routine investigations for infertility. Operative mortality following surgical treatment for aneurysmal rupture is less than 25%l10 Rupture has been reported to affect between 3 and 9.6% of all splenic artery aneurysms2'3 and as mortality after rupture is high, elective surgery is usually undertaken when an aneurysm is discovered on routine investigation for other symptoms.
An unusual aspect of the splenic aneurysm we have described is its site of origin at the proximal bifurcation of the SMA and the anomalous splenic artery. Usually an aneurysm arises at a more distal branching point of the splenic artery. There was no clinical history of previous pancreatitis and the pancreas on the CT scan was normal. The presence of collagen vascular disease, vasculitis and infection were excluded on clinical grounds. Histology demonstrated a saccular aneurysm with thinning of the media and the intima without evidence of atheromatous deposits or calcification. A derangement of the vessel wall possibly as a result of the anomalous origin of the splenic artery, resulting in an aneurysm at this site is postulated, but we are not aware of any other similar case reports.
To the best of our knowledge, this is the first reported case of an asymptomatic congenital aneurysm of an anomalous splenic artery arising from the superior mesenteric artery demonstrated on CT scanning and angiography. 
